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δ is highly accurate in distinguishing demented cases (16), but it is entirely "agnostic" as 121 to dementia's etiology (17) . If p can be shown to be associated specifically with δ then it 122 would directly implicate dementia itself as the transdiagnostic determinant of global 123 psychopathology, link p to intelligence, and constrain p's biology to that of g and δ .
125
Conversely, "domain-specific" variance in cognitive performance (i.e., "memory", "frontal 126 lobe functions", etc.) is "orthogonal" (unrelated) to g (11) (12) . It therefore risks to be 127 unrelated to both δ and IADL, and thus to be independent of dementia per se. In this psychometrics are provided in English or in Spanish according to the subject's 147 preference. Institutional Review Board approval was obtained at each site and written 148 informed consent was obtained for all participants. 
165
The NPI-Q encompasses 12 behavioral features that are commonly exhibited in the 166 context of neuropsychiatric illness. For this study, a modified NPIQ was administered by 167 an experienced research assistant to knowledgeable informants (caregivers), who were 168 asked to rate the presence and the severity of each BPSD, i.e., agitation/aggression, 169 dysphoria/depression, irritability/lability, apathy/indifference, anxiety, disinhibition, 170 aberrant motor behavior, delusions, hallucinations, euphoria/ elation, nighttime Informants were first asked to endorse the presence or absence of each BPSD over the 174 prior four weeks, using a single screening question. If the informant endorsed the 175 behavior, a severity score was assigned on a three-point Likert scale (i.e., 1-mild, 2-176 moderate, 3-severe). If the informant did not endorse a behavior, its "severity" was rated 177 "zero". Thus, in our modified adaptation, each NPI-rated BPSD ranged from zero (not 178 endorsed) to 3 "severe". The total NPI-Q severity score represents the sum of the 12 179 individual modified symptom severity scores and ranges from 0 to 36 (NPI-QTOT).
181
Covariates:
182
All observed measures in the structural models were adjusted for baseline age, body δ 276 was strongly associated with p, (+) and (-). All three associations were inverse (adverse).
277
Independently of δ , MEM was uniquely associated with (+), while ECF was associated 278 with (-). Both associations were moderately strong. ECF was also weakly associated 
293
Those findings appear to constrain δ's (and therefore dementia's) biomarkers to those of 294 "intelligence" (Caveat: Since g is manifest in all cognitive performance measures and 295 possibly in sensory and motor domains, "intelligence" in this context cannot be construed 296 as meaning "cleverness", "rationality" or "wisdom". Spearman's use of the word is limited biomarkers must be similarly positioned to impact every cognitive performance measure.
299
Regional pathologies are disadvantaged in this regard.
301
The present findings suggest a similar constraint may relate to BPSD. Global 302 psychopathology (i.e., p) may relate to the globally distributed processes that impact g 303 through δ. Domain-specific behavioral constructs, orthogonal to p, seem more likely 304 have regional determinants (34) (35) . This is consistent with our findings that MEM is 305 related to (+) but not (-), while ECF is related to (-) and not (+). MEM might be plausibly 306 associated with regional mesio-temporal pathology while ECF can be plausibly pathologies arise from distinct etiologies and that "Different kinds of insanity are different 325 local dissolutions of the highest centres." This suggests that the behaviors arising from 326 global CNS disturbances might be a transdiagnostic property of dementing illness. The 
370
In summary, we have specifically associated general psychopathology (p) with a latent 371 dementia severity metric (δ) derived from general intelligence (g). This is p's first (Figure 1) 
